Spontaneous esophageal perforation or Boerhaave's syndrome is an uncommon condition that may occur following forceful vomiting and lead to mediastinitis.
INTRODUCTION
Esophageal perforation is a rare condition that can lead to significant morbidity and mortality. Diagnosis is often delayed and usually confused with other equally serious but more prevalent pathologies such as acute myocardial infarction, perforated peptic ulcer and acute pancreatitis (1) .
The classic clinical presentation is a middle-aged male with episodes of repeated vomiting or retching followed by 
CASE SUMMARIES
A 63 year-old man presented to the emergency department with a three hour history of dyspnea and central chest pain radiated into his back. The workup for an acute coronary syndrome was negative. On admission he had a pulse of 94 per minute, BP 135/72 mm Hg, SaO2
97% on air and temperature of 37°C. There was no history of alcohol ingestion, cardiovascular or abdominal diseases.
There was no surgical emphysema in the supraclavicular fossae. At follow-up, three days later, physical examination revealed an acutely ill man, and the patient temperature The first sign may be subcutaneous emphysema (10, 11) .
Other early symptoms include dyspnea, fever, and hours is associated with a mortality rate of 34% while a delay of 24 hours is associated with 64% mortality (14) .
Direct repair of the rupture and adequate drainage of the mediastinum and pleural cavity provide the best survival rates. Esophageal perforation is a serious condition with a high mortality rate. Successful therapy depends on the size of the rupture, the time elapsed between rupture and diagnosis, and the underlying health of the patient.
The authors described the case of a patient in whom the diagnosis was made several days following presentation by observing that a large pleural effusion had evolved rapidly on chest radiographs.
In conclusion, spontaneous rupture of the esophagus is a serious condition. Its diagnosis is usually neglected during the initial assessment. In the case presented here, vomiting, right-sided pleural effusion, thoracocentesis with aspiration of fluid with refractory improvement to tube thoracostomy making the diagnosis and recommending the surgical treatment. Postoperative evolution is almost always complicated by organ failure and requires intensive care. High mortality and morbidity rates are expected.
